Objective Nursing is a rewarding but also challenging profession. Nurses are at risk for burnout and premature exit from the profession, which is detrimental to them, their patients, and the healthcare system. There are few studies examining the unique correlates of burnout in nurses working with pediatric populations. The current 2-study project used mixed-methods (qualitative and then quantitative) analysis to explore burnout in nurses working in an inpatient unit with youth with chronic pain. Method Study I participants included all of the 32 nurses who worked in an inpatient pediatric unit, which admits patients with chronic pain. Qualitative analyses of focus groups were used to extract themes. These themes were examined via a quantitative battery completed by 41 nurses from 2 inpatient pediatric units with youth with chronic pain. Results The themes were burnout, moral distress, negative beliefs about chronic pain, barriers to pain management, fear of losing compassion, coworker support as a coping method, time worked in the unit, professional self-efficacy, and negative views of the hospital environment. Quantitative results supported most of the qualitative findings, and taken together, the findings supported a model of burnout in nurses working with youth with chronic pain. Conclusions We integrated qualitative and quantitative findings to develop a model of nurse burnout. This model provides a framework for evaluating and targeting burnout in nurses working with pediatric patients with chronic pain.
The nurse is a critical member of the pediatric healthcare workforce. Pediatric nurses' responsibilities are multifaceted and dynamic, and their duties might include implementing developmentally appropriate interventions, communicating sensitive information to patients and their families, teaching health and illnessrelated care, and reducing the stress associated with disease (Christian, 2013; Muscari, 2005) . Pediatric nurses are the "front-line" medical caretaker providing the primary point of contact and support for patients and their families.
Pediatric nursing can be a rewarding profession; nurses enjoy developing strong relationships with patients, and nurses report feeling comfort and accomplishment in knowing they have improved the lives of their patients and families (Haberman, Germino, Maliski, Stafford-Fox, & Rice, 1994) . However, pediatric nursing can be challenging. Healthcare reforms, heightened acuity in hospitalized patients, increased length of hospital stays, and changes in medical technology all contribute to pediatric nurse burnout (Broyles, 2008) .
Burnout is defined as physical, emotional, and mental exhaustion that occurs as a reaction to demanding working conditions over an extended period (Schaufeli & Greenglass, 2001) . Burnout has been described as a syndrome of emotional exhaustion, depersonalization (cynicism and lack of empathy), and a decreased sense of personal accomplishment (Maslach & Jackson, 1981) . Data indicate that 40% of nurses have burnout exceeding the norms for healthcare workers (Aiken et al., 2001) . The consequences of burnout include negative attitudes, diminished quality of care and patient safety, and reduced productivity (Laschinger & Leiter, 2006) . Institutionally, nurse burnout can be costly, as it leads to tardiness, absenteeism, turnover, and difficulty in recruiting new and retaining current staff (Lake, 1998) .
Nursing inpatient youth with chronic pain might be particularly challenging. Nursing for children with chronic pain consists of educating the patient and family about the condition, symptoms, and coping techniques; providing support and assurance that the experience is common and can possibly be outgrown; and managing a complicated treatment program (Potts & Mandleco, 2012) . Given the complex presentation of chronic pain and the general poor pain relief with pharmacological interventions (Huertas-Ceballos et al., 2008) , nurses are often not able to effectively lower their patients' pain. When nurses are unable to provide what they perceive as ethical practice, they may experience moral distress (De Villers & DeVon, 2012) . Moral distress has been defined as the difficult feelings or psychological disequilibrium that occurs when nurses are aware of the morally appropriate action (e.g., providing pain relief) but are unable to carry out the action because of obstacles (Jameton, 1984) . Both nurse moral distress and burnout are related to poor patient quality of care, nurse psychological and physical problems, and eventual nurse premature professional departure (Aiken et al, 2001; Hamric & Blackhall, 2007) .
Identifying and targeting contributors of nurse burnout is critical. Data indicate that working long hours, having little control over patient care decisions, providing emotional support to patients and families, and witnessing traumatic events and patient deaths are some of the factors that can all lead to burnout in nurses (Aiken, Clarke, Sloane, Sochalski, & Silber, 2002; Decker, Bailey, & Westergaard, 2002) . However, these data come from studies combining samples of nurses across a range of settings and services; there are important distinctions in burnout when examining unique environments. In fact, a Cochrane Review of interventions for healthcare worker burnout recommended that specific stressors be identified to optimize treatment (Ruotsalainen, Verbeek, Mariné, & Serra, 2015) . Setting-specific studies on nursing burnout have predominately evaluated oncology, critical care, and mental health settings (Kash et al., 2000; Kilfedder, Power, & Wells, 2001; Oehler & Davidson, 1992) ; there is a dearth of studies examining stress and burnout in nurses working with pediatric populations and no studies examining burnout in nurses working with pediatric pain populations.
In our two-study sequential mixed-methods project, both qualitative (Study I) and quantitative (Study II) methods were used to understand and describe burnout and correlates of burnout in nurses working in an inpatient unit with youth with chronic pain. Mixedmethods research combines strengths of both qualitative and quantitative approaches to obtain a rich understanding of the human experience, and this methodology is especially valuable to understanding the complex phenomena that occur in the healthcare field (Zhang & Creswell, 2013) . The overall aim of our two-study project was to provide a preliminary description of burnout and to develop a model that might inform future research and intervention. In Study I, we held focus groups and formed research questions to deductively examine both burnout and moral distress in pediatric nurses working with youth with chronic pain. We also expected a range of additional themes to inductively emerge in the group discussions.
Study I Method

Participants
To encourage honest dialogue in focus groups, the nurses did not provide identifying demographic data. Participants included all of the 32 nurses working in a 44-bed pediatric inpatient care unit at a large urban hospital. The unit admits patients with a range of diagnoses (e.g., diabetes, Crohn's, ulcerative colitis), including patients with chronic pain conditions (e.g., functional abdominal pain, inflammatory bowel disease, migraine headaches). There are typically 14-15 nurses working in a given shift, and each nurse is assigned three to five patients, depending on the acuity of the patient. Nursing care includes assisting with activities of daily living (e.g., bathing, eating), assessments (e.g., vital signs, pain), and medication management.
When working with youth with chronic pain, the duties of the nurse include assisting in controlling the pain episode with narcotics with the goal of returning the patient to a manageable baseline state. When working with these patients, the nurse occasionally works with child life specialists, respiratory therapists, and social workers. In line with hospital mandates, nurses assess pain at a minimum of once upon admission and then every 4 hr. In addition, nurses are required to reassess pain following every intervention.
Procedures
Initially, a hospital pain specialist who consulted in the unit contacted Dr. XX to provide training for the unit nurses in behavioral pain management when working with the patients with chronic pain. Upon meeting with the pain specialist, nurse administrators, and an ethicist, it was clear that the primary issues in the unit were in fact burnout and moral distress related to caring for the youth with chronic pain. Thus, the study team planned a mixed-methods approach to explore burnout and moral distress and identify contributing factors and points of intervention. Both the hospital's and the university's institutional review board (IRB) approved of the study.
All of the nurses working in the unit were invited to participate in the focus groups, which were held during regularly scheduled staff meetings. Nurses were informed about the study and were read an informed consent statement. Signed consent forms were not completed because sensitive information about job satisfaction would be discussed, and signatures on consent forms might identify participants. All nurses (100%) verbally consented to participate after being informed of study procedures. Nurses did not receive compensation for participation.
Four independent focus groups were conducted with six to nine nurses per group. The focus groups lasted between 60 and 75 min and were led by trained research staff. Prior to beginning the sessions, researchers asked nurses to reflect on their chronic pain patients in the unit. Although nurses would have worked with other patients, nurses were asked to focus their discussion on patients with chronic pain in the unit. All sessions began with the prompt: "Tell me about the issues that are involved with caring for patients with chronic pain." Subsequently, participants conversed, with prompts given as necessary (e.g., "How do you cope with stress?" "What does communication look like on this floor?"; Table I ).
Group discussions were audio-recorded and a secondary researcher was present to take field notes, which included recording nonverbal communication that may have been relevant for analysis. The study team requested that hospital management and unit leaders not attend the focus-group discussions in hopes of increasing the likelihood of open, honest discussion. All focus-group discussions were transcribed, anonymized, and analyzed within ATLAS.ti v.7 qualitative software using principles of thematic analysis (Braun & Clarke, 2006) . The first phase of analysis involved data immersion by two independent researchers. This included attending focus-group discussions as secondary researchers, listening to the audio recordings, and reading all transcripts and field notes. In developing the thematic framework, the researchers used a combined inductive and deductive approach. Specifically, queried topics (i.e., burnout, moral distress) were suggested as themes; the researchers also allowed for inductive theme development by conducting open (unrestricted) coding, followed by refinement of themes. Gale, Heath, Cameron, Rashid, and Redwood (2013) suggest that a combined approach is appropriate when the project has specific issues to explore (i.e., burnout, moral distress), but also aims to allow for the discovery of unexpected aspects of the participants' experience or the way participants assign meaning to the phenomena. Following theme selection, both researchers coded sections of the four focus groups until acceptable reliability was achieved. To ensure adequate consensus and confirmability in code assignment (Miles, Huberman, & Saldaña, 2014) , the researchers met after 25% of the transcripts had been coded to calculate inter-coder reliability and discuss areas of coding disagreement. Less than satisfactory agreement (j < .60; Stemler, 2001 ) on the first 25% of the data was initially resolved by modifying the code conceptualization and thematic framework to ensure a better fit with the data. Then, an additional 25% of the data were double-coded, a process that produced reliable code application; therefore, one researcher continued to code the remaining transcripts. Parallelism across data sources is an important consideration when assessing data reliability (Miles et al., 2014) ; therefore, quotations were reviewed to understand patterns within the data, and codes were visually mapped at the project level to examine trends in the flow of conversation topics across the four focus groups.
Study I Results
Burnout and moral distress themes were examined deductively. Four additional central themes emerged during inductive coding: negative beliefs about chronic pain, barriers to pain management, fear of losing compassion, and coworker support as a coping method. Time worked in the unit, professional self-efficacy, and negative views of the hospital environment emerged as minor themes embedded within the central themes. Although the focus-group discussions were independent, all four groups had a similar progression of topics. Thus, the central and minor themes are presented in line with the chronological flow of conversations.
Themes
Negative Beliefs about Chronic Pain
Negative beliefs about chronic pain emerged as a prominent theme in all focus groups. Each of the focus groups began with a nurse describing doubts about a patient's pain report [e.g., Q1, Q2; Table II] . Similarly, the nurses discussed the lack of biological evidence of chronic pain and skepticism of the diagnoses and treatment. This theme included statements about the psychological aspects of pain; however, these were cast as somewhat negative [Q3] . Nurses also expressed doubts of the existence of pain when patients appeared content (e.g., smiling, playing), frustration with the reliance on self-report of pain [Q4] , and the beliefs that chronic pain patients might be seeking drugs or are over-medicated. The extant literature suggests that nurses do commonly have negative beliefs about pain (Ferrell, McGuire, & Donovan, 1993; Layman, Horton & Davidhizar, 2006) , but these beliefs have not been examined in reference to burnout to date.
Barriers to Pain Management
The discussions about skepticism about pain often led to comments about barriers to pain management. These included difficulties with parents and limitations in the perceived validity of required hospital pain assessment tools [Q5] . Nurses also reported difficulties managing their time given the excessive demands required by chronic pain patients (i.e., policies around providing pain medications, regularity of reassessing pain) [Q6] . The concern that current standards of care inhibit optimal pain management seemed to contribute both to nurses' distress about the treatment they provide and their levels of emotional exhaustion at the end of the day [Q7].
Previous findings suggest that pediatric nurses report multiple barriers that interfere with their ability to provide optimal pain management (i.e., policies specific to pain medication, time demands, limitations in knowledge regarding pain management; Byrd, Gonzales, & Parsons, 2009; Czarnecki, Salamon, Thompson, & Hainsworth, 2014) . Although painrelated barriers have not been studied in relation to burnout, general barriers to optimal care such as under-staffing, insufficient training, inadequate hospital resources, and insurance restrictions have been shown to contribute to burnout and moral distress in nurses (Burston & Tuckett, 2013) . Nurses in our study discussed some hospital barriers, but did not elaborate on this topic. This might have been owing to discomfort in voicing negative opinions about the hospital environment (e.g., management, staffing) in a group. Hospital environment has been consistently identified as a major contributor to increased burnout in nursing staff (Bogaert, Clarke, Willems, & Mondelaers, 2013) , and was identified as a minor theme in our study.
Fear of Losing Compassion
Two related themes emerged in the area of empathy and compassion. Nurses discussed their fears of losing, or having already lost, compassion for their patients, and they discussed actively trying to empathize and understand their patients' experience and behaviors. These fears appeared to arise in conjunction with frustration about the validity of pain assessment tools [Q8] . Nurses' fear of losing compassion was often coupled with statements that this loss of compassion increases as they spend more time in the unit [Q9] .
In contrast to this theme, quantitative studies of nurse burnout have either found no relation between years of experience and burnout variables or have shown that more experienced workers report significantly lower burnout (Breen & Sweeney, 2013; Laschinger, Wong, & Grau, 2013) . Breen and Sweeney (2013) argue that more experienced nurses may have learned to better manage their emotions during stressful situations. Although many nurses discussed losing compassion, some nurses noted maintaining empathy for their patients [Q10]. Nurses described being able to cope better with frustration when they were able to empathize and take the perspective of their patients or their patients' parents [Q11]. Of note, several studies have found a negative relation between empathy and burnout (Lee, Song, Cho, Lee, & Daly, 2003) .
Moral Distress
Based on meetings with senior staff and the literature linking moral distress and burnout (Aiken et al., 2002) , moral distress was deductively examined in the focus groups. This theme encompassed feelings around pain medication (both over-medicating and incorrectly treating), time burdens that affected their care of other patients, and the distress surrounding ignoring one's instincts [Q12] . Discussions focused on the lack of autonomy nurses feel, especially when they feel that they are unable to help their patients [Q13] .
Moral distress has been examined in various nursing populations (Aiken et al., 2001 ), but has not been studied in nurses who work with pediatric pain patients. However, in the general nursing literature, Q2 "I think our biggest issue is with the chronic kids and their pain. Are they really hurting that much? They feel like they're a ten out of a ten on a pain scale, but just looking at them, they don't look like they're in pain. They're watching TV, they're very distractible. . . so it's challenging." [FG 4] Q3 "I mean, abdominal pain has so many potential causes and can be so psychological. This is a fabulous place to come if you happen to have psychologically based abdominal pain because everyone's really nice to you, there are fun things to do, and it's a break from anything in your life that sucks. So, no, your pain is never going to go away. Fear of losing compassion Q8 "It's frustrating and I know I also feel a lot of guilt because we got into this business to make people feel better and we are sitting there judging and rolling our eyes. It's hard because that's conflicting. We as nurses want to make them feel better, but then in the back of my mind I'm like, 'Oh, you're so full of it.' I don't want to feel that way about my patients, but sometimes it's hard not to and so you try to get that." [FG 2] Q9 "It's not something you think happens until you actually see it and so I think unfortunately the more experience you have, usually the more negative experiences you have with children's pain management and how their families handle it. And so you just kind of get more and more set in your negative ways of seeing things." [FG 2] Q10 "It's not something you think happens until you actually see it and so I think unfortunately the more experience you have, usually the more negative experiences you have with children's pain management and how their families handle it. And so you just kind of get more and more set in your negative ways of seeing things." [FG 2] Q11 "See I think because they're chronically in pain, they get used to a certain amount of pain at home all the time and they come here and they know that they can get something for it that might actually help. So even when they're playing and stuff like that, there may be a degree of pain there that normally at home is not treated because they don't have the opportunity to do so." [FG 3] Moral distress Q12 "I think that's almost more taxing on our emotions. Like we mostly see where they ask for it [medication] more and I think that's kind of wearing you down. Burnout Q14 "You go home that night and you come back and it's just the same cycle over and over, so we feel like we're not really helping the patient. We're not doing what's best for them. There's no fix. It's just every time they're here we're just doing the same things." [FG 1] Q15 "In a lot of these kids you don't see a difference. Actually, they get worse. They become more depressed, withdrawn, which stems them getting more and more pain medicine because they're combatting that along with their chronic pain. I don't know if we send them out any better than we take them in." [FG 1] Coworker support as a coping method Q16 "We watch out for each other and you don't even have to ask for help. Sometimes they can just see you and they pick up on it. Voicing our concerns and sharing with each other and supporting each other is a very common thing. . . I think the main reason, with everything else aside, I think the only thing that really keeps a lot us on our floor is the camaraderie between our group." [FG 1] Q17 "The frustration, the weariness of the patients. Sometimes the patients are just so taxing, the nurses have to vent. They have to let it out, so we vent with each other, which is okay as long as we're doing it in private, but it does affect everyone." [FG 1] moral distress has been identified as a significant contributor to nursing burnout, turnover, and exit from the profession (Aiken et al., 2002) . This literature has predominately examined nurses working with adult patients. Within the pediatric field, the moral distress literature has focused on nurses who work with cancer, intensive care, or neonatal populations (Cavaliere, Daly, Dowling, & Montgomery, 2010) .
Burnout
Based on discussions with senior staff, burnout was examined deductively. Feelings of burnout were evident through all of the themes, and the frequency of comments about burnout increased throughout the focus groups. Conversations were often cyclical with initial themes leading to discussion of burnout, and then burnout being subsequently explained by early themes. Comments about burnout included expressions of exhaustion, frustration, overburden of their workload, and the hopelessness in working with pediatric patients with a chronic condition [Q14]. Frequently nurses raised issues about self-efficacy when discussing the lack of patient improvement [Q15]. Of note, multiple studies have suggested that self-efficacy is inversely related to burnout (VanYperen, 1998) , and self-efficacy was included as a minor theme.
Coworker support as a coping method After extended discussions of contributors to their burnout experiences, the nurses discussed coping methods they use to combat these negative feelings. Nurses in every focus group emphasized the social support that they receive from their fellow nurses [Q16] . Several studies have found that high social support is associated with low nurse burnout (Kilfedder et al., 2001) . Although all nurses cited coworker social support as a positive coping method, there was a distinction between those who discussed receiving actual support and those who described complaining or venting [Q17].
Rationale for Study II
In Study II, quantitative measures were used to further define the sample and understand the degree to which their experiences interrelated. A battery of questionnaires was compiled to quantify the six major and three minor themes identified in Study I. Specifically, the qualitative analyses identified four internal, person-specific variables (i.e., negative beliefs about chronic pain, fear of losing compassion, moral distress, self-efficacy) and four external, environmental variables (i.e., barriers to optimal pain management, time in unit, coworker social support, negative views of hospital environment) that appear to contribute to burnout. Based on the qualitative findings from Study I, it was hypothesized that more moral distress and negative beliefs about chronic pain would relate to higher burnout and that higher empathy and selfefficacy would be negatively related to burnout. In terms of the external, environmental variables, it was hypothesized that more time in the unit, barriers to pain management, and negative views of hospital environment would all be related to higher burnout and that coworker support would be negatively related to burnout.
Study II Method
Participants Participants included 41 nurses working in general pediatric inpatient units at two large urban children's hospitals (27 from Site 1 and 14 from Site 2) in the southeastern United States. The units were similar in that they admitted a range of pediatric patients, and typically have several patients with chronic pain. Twenty-one of these nurses participated in Study I focus groups. Results from this study represent population parameters, as all eligible nurses (100%) were enrolled. On average, the nurses were 37.77 (SD ¼ 10.21) years old, their family income was $102,656.25 (SD ¼ 56,383.68), and they had worked as nurses for 9.75 (SD ¼ 6.79) years. All were female, most were White (85.4%; Black, 7.3%; Asian/Pacific Islander, 7.3%), and most were married (63.4%; single, 29.3%; divorced, 7.3%). Most of the nurses' highest academic degree was a bachelor's (68.3%; associate's, 29.3%; master's, 2.4%). These nurses predominately worked the day shift (65.9%; night, 34.1%).
Measures
Background Information
Demographic data were collected using a measure assessing age, gender, ethnicity, race, country of origin, income, type of education, marital status, parental status, and years of nursing experience. These data were used descriptively.
Negative Beliefs About Chronic Pain
The measure most closely related to the negative beliefs about chronic pain theme identified in Study I is the Questionnaire on Beliefs and Experiences about the Treatment of Chronic Pain (Wilsey, Fishman, Ogden, Tsodikov, & Bertakis, 2008) . This is a 15-item questionnaire that has been used to solicit chronic pain beliefs of emergency department healthcare providers (e.g., "I do not believe the validity of a pain complaint in the absence of physical findings or a lack of objective findings on imaging studies, EMG, etc."). This questionnaire was slightly modified for the study by replacing any references to the "emergency department" with "our unit." Additionally, three items were added to the questionnaire based on qualitative results (i.e., "I think that most chronic pain patients over-report their pain on the pain scale;" "I get annoyed easily by parents of chronic pain patients;" "I believe that chronic pain patients who come to our unit are doing so to avoid reality back home."). One item was removed because it was not relevant to the unit (i.e., "I think that writing prescriptions for schedule II or III medications is a problem because the DEA number might be forged on another prescription."). No psychometric data are available from prior studies, but the measure appeared internally consistent in our study (a ¼ .89).
Fear of Loss of Compassion
The measure most closely related to the fear of loss of compassion theme is the Jefferson Scale -revised (Hojat et al., 2002) . This measure is a Likert-type 20-item questionnaire that assesses healthcare provider patient empathy. "Nurse" replaced "physician" on several items. Internal consistency reliability has been determined (a ¼ .87-.89; Hojat et al., 2001 ) and was replicated in our study (a ¼ .87).
Moral Distress
The Moral Distress Scale -revised (MDS; Hamric, Borchers, & Epstein, 2012 ) is a 22-item questionnaire used to measure the intensity and frequency of moral distress. Options range from 0 (none) to 6 (great extent) for the Intensity Scale and 0 (none) to 6 (very frequently) for the Frequency Scale. Cronbach's alphas for each subscale demonstrate strong internal consistency in prior studies (a ¼ .83, intensity; a ¼ .95, frequency; Hamric & Blackhall, 2007; Zuzelo, 2007) as well as with the current sample (a ¼ .94 intensity; a ¼ .85 frequency). The Moral Distress Thermometer (MDT) was also included (Wocial & Weaver, 2013) in the battery. The MDT is a one-item measure that asks healthcare providers to rate their current (within the past week) level of moral distress on a visual analog scale ranging from 0 to 10. Both the MDS composite score and the MDT scores were used in analyses.
Self-efficacy
The Nurses' Self-Efficacy in Managing Children's Pain (Chiang, Chen, & Huang, 2006 ) is a brief, five-item measure that assesses nurses' self-efficacy using 5-point Likert-type scales. Internal consistency has been adequate in prior studies (a ¼ .88-.91; Stanley & Pollard, 2013 ) and with our sample (a ¼ .84).
Barriers to Pain Management
The Modified Barriers to Optimal Pain Management (Czarnecki et al., 2014) has been used to assess nurses' opinions of barriers in their current jobs that prevent them from providing optimal pain management for their patients. Similar to the methodology used by Czarnecki et al. (2014) , six potential barriers were added that were proposed in the focus groups of the current study. Two potential barriers were also removed because they are not relevant to chronic pain patients. This measure has demonstrated good internal consistency of .85-.87 in previous literature (Czarnecki et al., 2014) and did so in the current sample (a ¼ .88).
Time in Unit
Given that the nurses discussed time in the unit as a contributor to burnout and available data with other nursing populations evidences a contrary relationship (Breen & Sweeney, 2013) , time in unit was assessed to determine the nature of this relationship within nurses who work with chronic pain patients. Specifically, nurses were asked how long they had worked in the current unit.
Coworker Support
The Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, Zimet & Farley, 1988 ) is a 12-item measure that assesses perceived social support from three sources: friends, family, and significant other, with four items for each subscale. All three subscales have shown good internal consistency (a¼ .87, a¼ .85, a¼ .91, respectively; Zimet, Powell, Farley, Werkman, & Berkoff, 1990) . Because perceived social support from coworkers was of interest, four additional items were added and based off of the items for the other subscales with "coworker" replacing "friend" or "family," consistent with methodology used in previous studies (Ben-Zur & Michael, 2007) . The coworker social support composite was used for analyses and demonstrated good internal consistency (a ¼ .95).
View of Hospital Environment
The Practice Environment Scale of the Nursing Work Index (NWI-PES; Lake, 2002) is a 31-item questionnaire that results in a total score for perceived practice environment. Internal consistency reliability has been established for the NWI-PES (a ¼ .84-.91; Siedlecki & Hixson, 2011) and was good in this study (a ¼ .89).
Burnout
The Maslach Burnout Inventory (Maslach & Jackson, 1981 ) is a 22-item questionnaire that measures emotional exhaustion, depersonalization, and decreased personal accomplishment. Consistent with prior studies, personal accomplishment was excluded from our definition of burnout, as there has been accumulating empirical evidence that exhaustion and depersonalization are better indicators of burnout (Bakker, Demerouti, & Verbeke, 2004) . Maslach and Jackson (1981) found good internal consistency coefficients for the subscales (a ¼ .74-.89), and internal consistency was similarly demonstrated in this sample (emotional exhaustion, a ¼ .93, depersonalization, a ¼ .76). In predictor-outcome analyses, we only include emotional exhaustion to reduce the number of analyses and because this component has been identified as the central feature of burnout (Wright & Bonnett, 1997) .
Intent to Leave
Intent to leave the job was included as a model outcome. Not surprisingly, nurses did not discuss plans to leave their jobs with coworkers during the focus groups; however, a number of studies have shown that job turnover is significantly higher among nurses experiencing burnout and turnover is an important clinical outcome (Larrabee et al., 2003) . Nurses responded "Yes" or "No" to the item, "Are you considering leaving your position now?" These data were used descriptively only; no analyses involved this variable.
Procedure
Hospital and university IRBs approved the study. Documentation of consent was waived, as sensitive information about job satisfaction was collected. The questionnaire battery and cover letter were administered at staff meetings for each nursing unit or completed in the unit by nurses who did not attend the meetings. There was no compensation for participation. In completing the questionnaires, nurses were asked to reflect on their work with their inpatients with chronic pain.
Data Analytic Plan
To describe the sample along the primary variables, we used descriptive statistics in our preliminary analyses. Our Study II primary analyses involved correlating our predictor variables with emotional exhaustion. As we have a small sample, we only used emotional exhaustion as our outcome variable to reduce the number of analyses conducted. Along the same lines, we are not including intercorrelations among predictor variables. However, given that this is novel and nascent area of inquiry, the cost of type II error is greater than type I error; thus, we did not correct alpha below .05. Confidence intervals were calculated and reported to allow for conclusions about statistical plausibility and clinical relevance of findings (du Prel, Hommel, Rohrig, & Blettner, 2009 ).
Study II Results
Preliminary Analyses
Means and standard deviations for study variables were calculated (Table III) . Outlier analyses revealed two nurses had barriers to pain management scores that were more than three standard deviations above the mean and one nurses had a negative view of hospital environment score three standard deviations below the mean. Consistent with prior studies (Barton & Schwebel, 2007) , these cases were omitted from analyses. Normality tests revealed all variables were normally distributed and did not violate assumptions for analyses. As burnout and intent to leave the job did not vary by demographics, demographics were excluded from analyses. Study site data were merged, as there were no significant differences between sites on study variables. Using established criteria (i.e., high burnout scores are >26 on emotional exhaustion and >9 on depersonalization; Heeb & Haberey-Knuessi, 2014), 46% of the nurses in Study II had high emotional exhaustion and 20% had high depersonalization. Furthermore, over a quarter (26.8%) of the Study II nurses reported that they intended to leave their job. Anecdotally, 18.75% (6 of 32) of the nurses who participated in the Study I focus groups had left the unit in the 3 months prior to Study II. Table IV contains correlational analyses and associated confidence intervals for the associations between the eight predictor variables and the emotional exhaustion outcome. Effect sizes descriptors (i.e., small, moderate, large) are provided in text consistent with Cohen (1988) . Except where noted, all associations were in line with Study I expectations.
Primary Analyses
In terms of associations among expected predictors and burnout, negative views of the hospital environment (large effect), barriers to optimal pain management (moderate effect), lower self-efficacy (moderate effect), and moral distress (moderate effect) were all associated with higher emotional exhaustion. Contrary to qualitative findings, but consistent with the literature, more time in the unit was negatively related to emotional exhaustion (moderate effect). In sum, our mixed-methods findings support a model of burnout (Figure 1 ).
Discussion
The current two-study mixed-methods project was the first to investigate nurse burnout in the context of chronic pediatric pain. Qualitative analyses along with scores on the measurement battery suggest that these nurses are highly distressed. For example, burnout was a clear theme in Study I and evident in the burnout inventory in Study II.
Consistent with the qualitative theme, the nurses in Study II reported high moral distress (MDS), with scores greater than moral distress reported by nurses in general care units (M ¼ 42.4; Trotochaud, Coleman, Krawiecki, & McCracken, 2013) . Similarly, our Study II nurses reported greater negative beliefs about chronic pain on replicated items (2.33 vs. 1.96; Wilsey et al., 2008) than nurses in other studies. Studies I and II corroborate the central concerns related to working in an inpatient pediatric unit with patients with chronic pain. Our Study II sample reported more negative views of the hospital environment on all subscales than has been found in previous research (M ¼ 1.8-2.5 vs. M ¼ 2.2-2.8; lower scores represent increased negativity; Aiken, Clarke, Sloane, Lake & Cheney, 2008) . This is interesting given that negativity with the environment was a minor but not central theme in Study I. It is possible that the nurses did not feel comfortable sharing this opinion in a group setting.
On a positive note, the nurses in the focus groups identified coworker support as important, and the quantitative data showed that coworker support in our sample exceeded what has been found in other studies (M ¼ 5.48; Ben-Zur & Michael, 2007) . These nurses reported similar scores on the empathy and self-efficacy scales as found in previous studies (e.g., M ¼ 117.2, Fields et al., 2004; M ¼ 26.28, Stanley & Pollard, 2013) . Thus, although these nurses are stressed and have high burnout, it is promising that they feel supported, have empathy for their patients, and are efficacious about their work.
In discussing our burnout outcomes, based on our focus groups, we expected that longer time in the unit would be associated with higher burnout. However, we found the opposite in Study II-longer time in unit was related to lower emotional exhaustion. These findings are in line with previous studies, showing that more experienced workers have significantly lower burnout than less experienced nurses (Breen & Sweeney, 2013) . In addition, our Study II sample may be biased; nurses who left the unit owing to experiencing burnout were not represented, and nurses who remained in the unit may be a unique group who are able to avoid burnout. Consistent with Study I findings, we found that moral distress (MDT), barriers to pain management, lower self-efficacy, and negative views of the hospital environment were all related to higher emotional exhaustion.
Although Study I themes and a number of Study II results support our model of nurse burnout, there were some null findings that should be discussed. Although our nurses reported high levels of coworker support, and qualitative analyses and the literature (Jenkins & Elliott, 2004) suggest that social support might buffer burnout, the quantitative study did not bear this out. One explanation is that our measure of social support was not sufficiently sensitive to identify the intricacies of the social environment (e.g., positivity or negativity; Campo et al., 2009 ). In fact, we noted that the nurses were highly animated, talkative, and collaborative when sharing stories about challenging patients and frustrations with the nature of chronic pain. A study by Boren (2013a Boren ( , 2013b ) examined co-rumination, which was defined as excessively discussing personal problems within a dyadic relation. Data indicate that co-rumination might predict burnout (Boren, 2013b) and suppress any relation between social support and burnout (Boren, 2013a) . Thus, it is possible that our nurses' "social support" includes corumination-albeit beneficial in the moment for venting and receiving validation-that might be detrimental in the long term.
In terms of clinical implications, our findings graphically illustrate the core issues linked to burnout in nurses working with pediatric chronic pain patient. Thus, an intervention could be designed to directly target each of the identified variables. For example, it might be important to help the nurses re-frame their understanding of pain and pain treatment to impact their negative pain beliefs and barriers to pain management. Our nuanced findings around social support suggest that this might be an avenue for treatment as long as the support is positive and constructive in nature instead of simply venting of frustration.
Project limitations and future directions should be noted. First, we had a small and homogenous sample of nurses from two specialized hospital units in a single healthcare institution. Thus, these findings might not generalize well to other units or other healthcare settings. In defense, burnout is arguably an issue that should only be examined in light of specific contexts (Ruotsalainen et al., 2015) . In contrast to this issue, burnout might be related to factors other than work in the unit. For example, nurses might have nonwork issues that we did not assess, which influence burnout. A drawback to focus group methodology is that group members influence one another (Casey & Krueger, 1994) . For example, nurses may not have felt comfortable speaking about the positive aspects of their experience when others are complaining. In addition, the fact that the researchers were in communication with hospital administrators might have influenced group behavior. In contrast, a strength of focus groups is the ability to identify consensus on topics. The cross-sectional design precludes causal inferences. Future researchers should consider including a longitudinal design to better understand and address nurse burnout, especially in terms of examining burnout over time. An issue with sequential mixedmethods is that there might not be adequate measures to tap identified themes; in fact, our measures might not have accurately assessed qualitative themes. Related, modifying measures to better sync with themes might decrease the validity of the instruments. In terms of additional avenues of study, there might be value in querying patients or hospital administrators in contextualizing nurse burnout. Additionally, future researchers should enroll larger samples to adequately power analyses involving multiple variables.
In conclusion, we integrated qualitative and quantitative data to explore burnout in nurses working in an inpatient unit with pediatric patients with chronic pain. Our focus group and quantitative findings revealed that burnout is a significant concern; that negative beliefs about chronic pain, empathy, moral distress, and self-efficacy might relate to burnout; and that barriers to pain management, time in unit, coworker social support, and views of the hospital environment might indirectly influence burnout (Figure 1) . The model represents how person-specific and environment-specific constructs might interact to contribute to burnout. In other words, personspecific variables (i.e., negative pain beliefs, empathy, moral distress, self-efficacy) might increase a nurse's susceptibility to burnout, but that this susceptibility will be influenced by environmental factors (i.e., barriers to pain management, time in unit, coworker social support, views of hospital environment). We hope that our project inspires additional work in this area of inquiry. In addition to advancing science in assessing burnout, our results might highlight targets for an intervention to address burnout in nurses working in an inpatient unit with youth with chronic pain.
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